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Malaria in Multiple Family Members — Chicago, Illinois, 2006 


Human malaria is a parasitic disease transmitted through 
the bite of an infected female Anopheles mosquito. Most 
malaria cases in the United States occur in travelers who 
recently visited areas where malaria is endemic without taking 
adequate chemoprophylaxis (/). This report describes five cases 
of Plasmodium falciparum malaria that occurred in a family 
residing near Chicago, Illinois, during 2006. These cases 
underscore the importance of malaria-prevention measures 
(e.g., avoidance of mosquito bites and appropriate chemo- 
prophylaxis) for travelers to malaria-endemic areas. 

In February 2006, three boys aged 10, 6, and 4 years 
(patients 1, 2, and 3, respectively [Table]) were hospitalized 
for complicated P falciparum malaria (i.e., malaria with 
potentially life-threatening manifestations). They were mem- 
bers of a family of seven, including the two parents, the three 
male patients, and two girls aged 11 and 2 years (patients 4 
and 5, respectively), all of whom had traveled in 2005 and 
early 2006 to Nigeria, the native country of the parents and 
their oldest daughter. The four youngest children, including 
the three boys and the girl aged 2 years, were born in the 
United States, where the family had lived for 10 years. 

Before the trip to Nigeria, the parents had asked their local 
health department about malaria medications. They were told 
that antimalarial drugs were available. However, they assumed 
incorrectly that the drugs were to be taken for treatment only 
and did not realize that the drugs could also be used for chemo- 
prophylaxis; therefore, they did not request a prescription. 
Che mother and the three youngest children spent 3 months 
in Nigeria; the father and the two oldest children stayed 5 
weeks. The family visited friends and relatives in various loca- 
tions of Nigeria (e.g., Abuja, Ilorin, Kano, and Lagos) with- 
out taking malaria chemoprophylaxis. During their travel, 
three of the children (patients 2, 3, and 5) had onset of sepa- 
rate febrile episodes that were treated uneventfully with anti- 


biotics, ibuprofen, and sulfadoxine-pyrimethamine 


(Fansidar™), all recommended by a local physician. All family 
members returned to the United States in January 2006. 
Iwo weeks after their return, the four oldest children (the 
three boys and the girl aged 11 years) had onset of influenza- 
like symptoms, including fever and headaches, and were treated 
at a local clinic with antipyretics and amoxicillin. Three days 
later, the parents noticed that the eyes of the three boys 
(patients 1, 2, and 3) had yellow scleras and took them to the 
hospital. On examination, all three were febrile and jaundiced, 
and the boy aged 10 years (patient 1) appeared ill and had 
pallor and severe back pain. Blood smears confirmed the 
diagnosis of P falciparum malaria in all three patients; the boy 
aged 4 years (patient 3) had a high parasitemia at 4.8%. Other 
abnormal laboratory findings for all three patients included 
anemia, thrombocytopenia, hyperbilirubinemia, and elevated 
aminotransferase levels. The boy aged 10 years (patient 1) had 
severe metabolic acidosis and hypoglycemia (glucose: 25 
mg/dL; blood pH: 7 


Because patients 1, 2, and 3 each had at least one manifes- 


.1; base excess: -15 mEq/L). 


tation of complicated malaria (e.g., acidosis, hypoglycemia, 
severe anemia, or jaundice) (2), all three were admitted to the 
pediatric intensive care unit and treated with intravenous qui- 
nidine combined with doxycycline (patient 1) or clindamycin 
(patients 2 and 3, in whom doxycycline was contraindicated 
because they were aged <8 years) (3). The boy aged 10 years 
(patient 1) had a hyperhemolytic syndrome with markedly 


decreased hemoglobin concentration, severe metabolic acido- 
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sis, and hypoglycemia and therefore required intubation, dex- 
trose infusion, transfusions of red blood cells and fresh frozen 
plasma, erythrophoresis (exchange transfusion), and plasma- 
pheresis. The boy aged 4 years (patient 3) required packed red 
blood cell transfusions for anemia. The boys aged 6 and 4 years 
(patients 2 and 3, respectively) had prolonged QT intervals on 
electrocardiogram, which resolved after discontinuation of the 
intravenous quinidine. Parasitemia in all three patients had 
resolved by the third day of hospitalization, and all three chil- 
dren were discharged in good condition after 1 week. 

The day after hospitalization of the three boys, their two sisters 
also were tested by blood smear and determined to be infected 
with P falciparum, albeit at lower parasite densities. The girl aged 
11 years (patient 4) had fever and headache; her sister aged 
2 years (patient 5) was asymptomatic (Table). Both were hospi- 
talized in a general pediatric unit and treated successfully with 
oral quinine combined with either doxycycline or clindamycin; 
parasitemia resolved by the third day of hospitalization. 

The parents reported that patients 1 and 5 had sickle cell 
disease. Subsequent hemoglobin electrophoresis indicated 
that all five children had either sickle cell disease (SS) or 
sickle cell trait (SA). 

Infection with P falciparum was confirmed by polymerase 
chain reaction (PCR) performed at CDC on the pretreatment 
blood specimens of patients 1, 2, 3, and 4 (4). No pretreat- 
ment blood sample was available for patient 5; PCR results 
for a posttreatment specimen (obtained 1 day after comple- 
tion of quinine therapy) were negative. 

Both parents were asymptomatic. They consulted their pri- 
mary physician, who treated them presumptively with 
mefloquine, without taking a blood smear. 

Reported by: D Glikman, MD, ]F Marcinak, MD, RS Daum, MD, 
Section of Infectious Diseases, CP Montgomery, MD, KS Hoehn, MD, 
Section of Critical Care Medicine, Dept of Pediatrics, ] Anastasi, MD, 
Dept of Pathology, Univ of Chicago, Chicago, Illinois. HS Bishop, 
P Neuyen-Dinh, MD, Div of Parasitic Diseases, National Center for 
Zoonotic, Vector-Borne, and Enteric Diseases (proposed), Cr. 

Editorial Note: The high attack rate reported in the family 
described in this report illustrates the elevated risk for malaria in 
travelers to sub-Saharan Africa. Among 1,190 imported cases 
of malaria reported in the United States during 2004 for which 


the region of acquisition was known, 68% were acquired in 


Africa, with the majority of cases attributed to P falciparum 


(7), the species that most typically causes severe malaria in 
humans. Three of the five infected children described in this 
report had complicated malaria and required treatment in the 
intensive care unit. 

All five children had the sickle cell gene; two were SS 


homozygotes, and three were heterozygotes. The sickle cell 
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TABLE. Clinical and laboratory findings on hospital admission and treatment of Plasmodium falciparum malaria in five siblings, 
by selected characteristics — Chicago, Illinois, 2006 








Characteristic Patient 1 Patient 2 Patient 3 Patient 4 Patient 5 
Age (yrs) 10 6 4 11 2 

Sex Male Male Male Female Female 
Signs/Symptoms Fever, back and limb Fever, jaundice Fever, jaundice Fever, headache None 


Laboratory findings 
Blood smear 


Parasitemia (% erythrocytes 
infected) 


Polymerase chain reaction 
(PCR)”* 


Hemoglobin (g/dL) 
Piatelets (per mm”) 
Total bilirubin (mg/dL) 


Aspartate aminotransferase 
(U/L) 


Hemoglobin electrophoresis 


Treatment 


pain, fatigue, jaundice 


P. falciparum 
0.13 


P. falciparum 


5.9 
137,000 
25 

743 


Sickle cell disease 
(SS) 


Quinidine and 
doxycycline 


P. falciparum 
0.43 


P. falciparum 


8.8 
56,000 
9 

112 


Sickle cell trait 
(SA) 


Quinidine and 
clindamycin 


P. falciparum 
4.80 


P. falciparum 


7.6 
38,000 
2.5 
112 


Sickle cell trait 
(SA) 


Quinidine and 
clindamycin 


P. falciparum 
0.13 


P. falciparum 


10.5 
154,000 
1.5 

40 


Sickle cell trait 
(SA) 


Quinine and 
doxycycline 


P. falciparum 
0.02 


9.3 
280,000 
0.7 

102 


Sickle cell disease 
(SS) 


Quinine and 
clindamycin 


Red blood cell and 
fresh frozen plasma 
transfusions 


Erythrophoresis 
(exchange transfusion) 


Plasmapheresis 
Assisted ventilation 
Dextrose infusion 


Broad-spectrum 
antibiotics 


Red blood cell 
transfusions 





*PCR on pretreatment blood samples, except in patient 5, for whom no pretreatment blood was available 


gene is found more commonly in persons of African descent 


because the sickle cell trait confers a selective advantage, resis- 


tance to severe malaria (5). In a recent large cohort study of 


Kenyan children, the sickle cell trait was found to be approxi- 
mately 50% protective against mild clinical malaria, 75% pro- 
tective against admission to the hospital for malaria, and 90% 
protective against severe or complicated malaria (6). How- 
ever, two of the three patients with sickle cell trait described in 
this report (patients 2 and 3) still had complicated malaria. 
Patient | had a low parasitemia but was severely ill, probably 
because of hyperhemolysis related to sickle cell disease. In a 
study from Nigeria, malaria was found to be an important 
risk factor for hyperhemolytic crisis in children with sickle 
cell disease (7). 

hese five cases underscore the importance of preventive 
measures, including avoidance of mosquito bites and appro- 
priate chemoprophylaxis, for travelers to malaria-endemic 
areas (8). The majority of cases of imported malaria occur in 


travelers who have not taken appropriate prophylaxis. Among 


U.S. civilians with imported malaria reported in 2004, 
approximately 76% had not taken any prophylaxis or had 
taken prophylaxis that did not conform to CDC recommen- 
dations (/). Failure to take prophylaxis is a major contribut- 
ing factor to malaria cases and deaths in U.S. travelers (9). 
Especially low compliance rates are reported among U.S. resi- 
dents born in malaria-endemic areas who return to their coun- 
try of origin to visit friends and relatives, a situation derived 
from various cultural and economic factors, such as 
misperception that malaria is not a serious illness or lack of 
adequate insurance coverage (/0). Acquired immunity to 
malaria is never complete and persists only through continual 
reexposure to malaria. Persons born in a malaria-endemic coun- 
try who move to a nonendemic area are at risk for symptom- 
atic and severe malaria upon return to their native country, 
unless they take preventive measures. Travelers who have 
onset of malaria while visiting a malaria-endemic country 
might receive a treatment that does not adhere to CDC guide- 


lines; for example, the drug used to treat presumed malaria in 
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the children during their travel (sulfadoxine Update: influenza Activity — 

— 1S 7 cS : CDC because United States and Worldwide, 
pce astteag: de 2005-06 Season, and Composition 
rence of drug resistance in the areas of the 2006-07 Influenza Vaccine 


1 ] ] 
recommendations should be based on risk for 








CQulsition OCCUI 
d, and traveler characteristics (¢.g., age, reproduc During the 2005—06 influenza season, influenza A (H1N1), 
nd medical history). For example, chloroquin: \ (H3N2), and B viruses cocirculated worldwide. In the 
ria is widespread in sub-Saharan Africa including United States, influenza A (H3N2 viruses predominated over 
Nigel ind resistance to sulfadoxine pyrimethamine ulso all, but influenza B viruses were isolated more frequently than 
If vl in affect both adults and chil influenza A viruses late in the season. Influenza activity in the 
52 f malaria in U.S. civilians of know United States peaked in early March, and the number of pneu 
d in the United States during 2004, approximate) monia and influenza deaths did not exceed the epidemic 
are ) years. Detailed rec threshold. Worldwide, influenza B viruses were the most com 
enting malaria in traveling infants and children monly reported influenza type in Europe; influenza A (HINI] 
ym CLI | aditio ommendations fot ind influenza B viruses predominated in Asia. Through 
yt matat ravelers of all ages are available June 13, 2006, outbreaks of influenza A (H5N1) viruses 
CD sublish ecommendation ian influenza) among migratory birds and poultry flocks 
[he Yellow were associated with severe human illness or death in 10 coun 
" . 
purchase (telephone, 5UU tries (Azerbaijan, Cambodia, China, Djibouti, Egypt, Indo 
nd available and updated more frequently on th nesia, Iraq, Thailand, Turkey, and Vietnam). This report 
CUM summarizes influenza activity in the United States and world 
vide during the 2005—06 influenza season and describes con 
position of the 2006—0 influenza vaccine. 
United States 
References 
lhe national percentage of respiratory specimens testing 
positive for influenza and the proportion of outpatient visits 
v to sentinel providers for influenza-like illness (ILI)* peaked in 
March 2006. Influen \ (H3N2) viruses were most 
ommonly isolated overall, but influenza B viruses were more 
frequently identified than influenza A viruses during late April 
ind May. A small number of influenza A (H1N1) viruses also 





identified 


Viral Surveillance 
During October 2, 2005—May 20, 2006, World Health 


Organization (WHO) and National Respiratory and Enter 


Virus Surveillance System collabo: iting laboratories in the 
United States tested 139,647 specimens for influenza viruses, 
ind 17,414 (12.5%) were positive (Figure 1). Of these, 14,093 
80.9! were influenza A viruses, and 3,321 (19.1%) were 


} 4 1 . - . 

influenza B viruses. Among the influenza A viruses, 5,661 
0 1. 5 | ] 
10). were subtyped; 5,231 (92.4%) of those were influ 


> > } 4 
enza A (H3N2) viruses, and 430 6%) were influenza A 


H1N1) viruses. The proportion of specimens testing posi 


tive for influenza first exceeded 10% during the week ending 
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FIGURE 1. Number* and percentage of respiratory specimens 
testing positive for influenza viruses reported by World Health 
Organization and National Respiratory and Enteric Virus 
Surveillance System collaborating laboratories, by week and 
year — United States, 2005-06 influenza seasont 





No. isolates 


anisod abeyuaded 

















*N = 139,647 
As of June 2, 2006 


December 24, 2005 (week 51), peaked at 23.0% during the 
week ending March 11, 2006 (week 10), and declined to <10% 
during the week ending April 29, 2006 (week 17), for a total 
of 18 consecutive weeks during which more than 10% of speci- 
mens tested positive. Peak percentage of specimens testing 
positive for influenza ranged from 23.2% to 41.0% during 
the preceding five influenza seasons, and the peak occurred 
during early December to late February ([{/]; CDC, unpub- 
lished data, 2006). Also during the preceding five seasons, the 
number of consecutive weeks during which more than 10% 
of specimens tested positive for influenza ranged from 11 to 
15 weeks (CDC, unpublished data, 2006). 


Composition of the Influenza Vaccine for 
the 2006-07 Season 


The Food and Drug Administration's Vaccines and Related 
Biological Products Advisory Committee has recommended 
that the 2006-07 trivalent influenza vaccine for the United 
States contain A/New Caledonia/20/99-like (HIN1), 
A/Wisconsin/67/2005-like (H3N2), and B/Malaysia/2506/ 
2004-like viruses. This represents a change in the influenza 
A (H3N2) and influenza B components. For the A/Wisconsin/ 
67/2005-like (H3N2) virus, U.S. vaccine manufacturers can 
use A/Wisconsin/67/2005 or the antigenically equivalent 
A/Hiroshima/52/2005 strain. For the influenza B component, 
either the B/Malaysia/2506/2004 or B/Ohio/1/2005 strain 


can be used. This recommendation is based on antigenic analy- 


ses of recently isolated influenza viruses, epidemiologic data, 


and postvaccination serologic studies in humans. 


Antigenic Characterization 

Since October 1, 2005, CDC has antigenically character- 
ized 828 influenza viruses collected by U.S. laboratories: 503 
influenza A (H3N2) viruses, 88 influenza A (H1N1) viruses, 
and 237 influenza B viruses. Of the 503 influenza A (H3N2) 
viruses, 381 (75.7%) were characterized as A/California/07/ 
2004-like, the influenza A (H3N2) component recommended 
for the 2005—06 influenza vaccine, and 122 (24.3%) viruses 
demonstrated reduced titers with antisera produced against 
A/California/07/2004. Of the 122 low-reacting viruses, 96 
were tested with antisera produced against A/Wisconsin/67/ 
2005, the H3N2 component selected for the 2006-07 vac- 
cine, and 70 were A/Wisconsin-like. The hemagglutinin pro- 
teins of 85 (96.6%) of the 88 influenza A (H1IN1) viruses 
were antigenically similar to the hemagglutinin of the vaccine 
strain A/New Caledonia/20/99, and three (3.4%) showed 
reduced titers with antisera produced against A/New 
Caledonia/20/99. Influenza B viruses currently circulating can 
be divided into two antigenically distinct lineages represented 
by B/Yamagata/16/88 and B/Victoria/2/87 viruses. Fifty-two 
(21.9%) of the 237 influenza B viruses that have been charac- 
terized belong to the B/Yamagata lineage; eight were similar 
to B/Shanghai/361/2002, the recommended influenza B com- 
ponent for the 2005—06 influenza vaccine, 43 were character- 
ized as B/Florida/07/2004-like (a minor antigenic variant of 
B/Shanghai/361/2002), and one showed reduced titers with 
antisera produced against both B/Shanghai/361/2002 and 
B/Florida/07/2004. A total of 185 (78.1%) of the 237 
influenza B viruses were identified as belonging to the 
B/Victoria lineage; 184 were similar to B/Ohio/1/2005, the 
influenza B component selected for the 2006-07 vaccine, and 


one showed reduced titers with antisera produced against 
B/Ohio/1/2005. 


ILI Surveillance 

he weekly percentage of patient visits to U.S. sentinel pro- 
viders for ILI exceeded baseline levels’ (2.2%) during the weeks 
ending December 17, 2005—April 1, 2006 (weeks 50-13) and 


peaked twice, once at 3.3% for the week ending December 31, 





Phe national baseline was calculated as the mean percentage of patient visits 
for ILI during noninfluenza weeks for the preceding three influenza seasons 
plus two standard deviations. Noninfluenza weeks are those in which <10% of 
laboratory specimens are positive for influenza. Wide variability in regional 
data precludes calculating region-specific baselines; therefore, applying the 
national baseline to regional data is inappropriate. National and regional 


percentages of patient visits for ILI are weighted on the basis of state population 
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2005 (week 52), and again at 3.2% for the week ending March 
4, 2006 (week 9) (Figure 2). During the preceding five influ- 
enza seasons, the peak percentage of patient visits for ILI ranged 
from 3.2% to 7.6%, and the peak occurred during late Decem- 


ber to mid-February ({/]; CDC, unpublished data, 2006). 


State-Specific Activity Levels 
Influenza activity, as reported by state and territorial epide- 
miologists, peaked during the week ending March 11, 2006 
week 10), when 25 states reported widespread activity and 16 
states reported regional activity.» Thirty-eight states and New 
York City reported widespread influenza at least once during 
the 2005-06 season. No states reported widespread influenza 
activity during the weeks ending April 22—May 20, 2006 (weeks 
20). The peak number of states reporting widespread or 
regional activity during the preceding five influenza seasons 


ranged from 45 to 50 states ({ 7]; CDC, unpublished data, 2006). 





FIGURE 2. Percentage of visits for influenza-like illness (ILI) 
reported by the Sentinel Provider Surveillance Network, by week — 
United States, 2003-04, 2004—05, and 2005-06 influenza seasons 


‘TT 


Ihe national baseline was calculated as the mean percentage of visits 
for ILI during noninfluenza weeks for the preceding three seasons, plus 
standard deviations. Noninfluenza weeks are those in which <10% of 
aboratory specimens are positive for influenza. Wide variability in 
regional data precludes calculating region-specific baselines; therefore 
applying the national baseline to regional data is inappropriate. National 
and regional percentages of patient visits for ILI are weighted on the 
asis of state population 


ty 


Pneumonia- and Influenza-Related 
Mortality 

During the 2005-06 influenza season, the percentage of 
deaths attributed to pneumonia and influenza (P&I) as 
reported by the 122 Cities Mortality Reporting System did 


= , « a a 
not exceed the epidemic threshold’ (Figure 3). The percent- 


age of P&I deaths peaked twice at 7.8%, once during the 
week ending January 14, 2006 (week 2), and again during the 
week ending March 18, 2006 (week 11). During the preced- 
ing five influenza seasons, the peak percentage of P&I deaths 
ranged from 8.1% to 10.4%, and the total number of weeks 
above the epidemic threshold ranged from 4 to 16 ({/]; CDC, 
unpublished data, 2006). 


Influenza-Associated Pediatric 
Hospitalization 

Pediatric hospitalizations associated with laboratory- 
confirmed influenza infections are monitored in two 
population-based surveillance networks, the Emerging Infec- 
tions Program (EIP) and the New Vaccine Surveillance Net- 
work (NVSN). During October 1, 2005—April 30, 2006, the 
preliminary influenza-associated hospitalization rate reported 
by EIP for children aged 0-17 years was 1.21 per 10,000. For 
children aged 0-4 and 5-17 years, the rates were 2.76 and 
0.38 per 10,000, respectively. In NVSN, during October 30, 





expected seasonal baseline proport f P&I deaths reported by the 122 


s Mortality Reporting System ted using a robust regression 


rocedure in which a periodic 1 s applied to the observed 
: L 

percentage of deaths from P&I during the preceding 5 vears. The epidemic 

hreshold is 1.645 standard deviations abo 


“ 
seasonal baseline 


FIGURE 3. Percentage of deaths attributed to pneumonia and 
influenza (P&l) reported by the 122 Cities Mortality Reporting 
System, by week and year — United States, 2002-2006 


* The epidemic threshold is 1.645 standard deviations above the seasonal 
, baseline 
The seasonal baseline is projected using a robust regression procedure 
that applies a periodic regression model to the observed percentage of 
deaths from P&I during the preceding 5 years 
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2005—April 29, 2006, the preliminary laboratory-confirmed 
influenza-associated hospitalization rate for children aged 
0-4 years was 5.4 per 10,000. EIP and NVSN hospitalization 
data collection ended on April 30, 2006. Rate estimates are 
preliminary and might change as data are finalized. 

During 2000-2005, the end-of-season hospitalization rate 
for NVSN ranged from 3.7 (2002-03) to 12.0 (2003-04) 
per 10,000 children aged 0-4 years. During the 2003-04 
influenza season, the end-of-season hospitalization rate for EIP 
was 8.9 per 10,000 children aged 0—4 years and 0.8 per 10,000 
children aged 5-17 years; during the 2004-05 season, the 
rates were 3.3 and 0.6, respectively. Differences in rate esti- 
mates between the NVSN and the EIP systems likely result 
from the different case-finding methods and the different 


populations monitored 


Influenza-Related Pediatric Mortality 
During October 2, 2005—June 3, 2006, a total of 35 deaths 
among children aged <18 years associated with laboratory- 
confirmed influenza infections during the 2005-06 influenza 
season were reported to CDC from 13 states (Arizona, Calli- 
fornia, Colorado, Connecticut, Kansas, New Jersey, New 
Mexico, Oklahoma, Pennsylvania, Rhode Island, Vermont, 
Virginia, and Wyoming) and New York City. Four (11.4%) 
of the children were aged <6 months, 11 (31.4%) were aged 


6-23 months, four (11.4%) were aged 2-4 years, and 16 





(45.7%) were aged 5-17 years. Of the 31 patients for whom 


influenza virus type was known, 23 had influenza A virus 


infection and eight had influenza B virus infection. All eight 


pediatric deaths attributed to influenza B infection occurred 
from late March through May. These data are provisional and 


subject to change as more information becomes available. 


Worldwide 


During the 2005-06 influenza season, influenza A (H1N1), 
A (H3N2), and B viruses cocirculated worldwide. In Africa, 
small numbers of influenza A and B viruses were reported. In 
\sia, influenza A (H1IN1) and influenza B viruses predomi- 
nated. Influenza A (H3N2) viruses circulated at lower levels 
overall in Asia but predominated in some countries. In Europe, 
influenza B viruses were most commonly reported, but influ- 
enza A (HIN1) and A (H3N2) viruses also were identified 


frequently. 


Human Infections with Avian Influenza A 
(H5N1) Viruses 


During December 1, 2003—June 13, 2006, a total of 225 
human cases of avian influenza A (H5N1) infection were 
reported to WHO from 10 countries (2). Of these, 128 (57%) 
were fatal (Table). All cases were reported from Asia 
(Azerbaijan, Cambodia, China, Indonesia, Iraq, Thailand, 
lurkey, and Vietnam) or Africa (Djibouti and Egypt). To date, 
no human case of avian influenza A (H5N1) virus infection 
has been identified in the United States. 

Reported by: WHO Collaborating Center for Surveillance, Epidemiology, 
and Control of Influenza. L Blanton, MPH, L Brammer, MPH, S Wang, 
VPH, A Postema, MPH, T Wallis, MS, D Shay, MD, J] Bresee, MD, 
1 Klimov, PhD, N Cox, PhD, Influenza Dit proposed), National Cente) 


é 
munization and Respiratory Diseases (proposed), CD¢ 


TABLE. Number of laboratory-confirmed human cases and deaths from avian influenza A (H5N1) infection reported to the World Health 


Organization, by country — worldwide, 2003—2006* 





Year of onset 





2003 2004 


2005 2006 Total 





Country 


No. of 
cases Deaths 


No. of 
cases 


Deaths 


No. of 
cases Deaths 


No. of 
cases 


Deaths 


No. of 
cases 


Deaths 





Azerbaijan 
r ar 
Cambodia 
a 
China 
Djibout 
yypt 
Indonesia 
iraq 
Thailand 


Turkey 


Vietnam 


Total 


0 


0 


0 
0 


a) 
J 


0 
0 


0 


8 
2 
10 
1 
14 
32 


9 
< 


0 
12 
0 


81 


8 
6 
18 
1 
14 
49 
2 
22 
12 
93 


225 


5 
6 
12 
0 
6 
37 
2 
14 
4 
42 





* As of June 13, 2006 
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Editorial Note: During the 2005-06 influenza season, influ- 
enza activity in the United States peaked in early March and 
excess mortality was not detected. In the United States, influ- 
enza A (H3N2) viruses predominated during most of the sea- 
son, but influenza B viruses were more frequently identified 
than influenza A viruses during late April through May. World- 
wide, influenza B viruses were reported most commonly in 
many European countries, and influenza A (H1N1) and 
influenza B viruses predominated in Asia. 

In the United States, the majority of influenza A (H3N2) 
ind A (HIN 1) viruses were characterized as A/California/07 
2004-like and A/New Caledonia/20/99, respectiy ely, the rec- 
ommended influenza A components of the 2005-06 influ- 
enza vaccine. In the early months of the season, the majority 
of influenza B isolates matched the B/Shanghai/361/2002 
strain (or its minor antigenic variant B/Florida/07/2004), the 
recommended influenza B component for the 2005-06 vac- 
cine; however, later in the season, the majority of influenza 
B isolates matched the B/Ohio/1/2005 strain. The B/Ohio 
1/2005 virus has been selected as the influenza B component 
for the 2006—07 influenza vaccine. 

\s a supplement to influenza vaccination, antiviral drugs 
uided in the control and prevention of influenza. How 
the 2005—06 influenza season was notable because of 
mergence of a high level of resistance among circulating 

za A (H3N2) viruses to the antiviral adamantanes (i.e. 
. Of 209 influenza A (H3N2) 


us isolates collected from 26 states and sent to CDC dur 


mantadine and rimantadine 


g October 1—December 31, 2005, a total of 193 (92.3%) 
vere resistant to adamantanes (3). On the basis of these find 
in January 2006, CDC recommended against use of the 
idamantane class of antivirals for the treatment and prophy 
laxis of influenza in the United States until susceptibility to 
idamantanes has been reestablished among circulating influ 
nza A isolates (4). A high level of resistance to adamantanes 

90 by influenza A (H3N2) viruses continued to be 
observed among specimens tested through May 2006. 

\s of June 13, 2006, influenza A (H5N1) had been reported 
in migratory birds or poultry flocks in Africa (Burkina Faso 
Cameroon, Cote d'Ivoire, Djibouti, Egypt, Niger, Nigeria, and 
Sudan), Asia (Afghanistan, Azerbaijan, Cambodia, China, Geor 
gia, Hong Kong, Kazakhstan, India, Indonesia, Iraq, Iran, Israel, 
Jordan, Malaysia, Mongolia, Myanmar, Palestinian Autonomous 
lerritories, Pakistan, Thailand, Turkey, and Vietnam), and 
Europe (Albania, Austria, Bosnia-Herzegovina, Bulgaria, 


Croatia, Czech Republic, Denmark, France, Germany, Greece, 


Hungary, Italy, Poland, Romania, Russia, Serbia- Montenegro 


Slovakia, Slovenia, Sweden, Switzerland, Ukraine, and the 


United Kingdom) (5). The spread of the virus can be associ- 


ated, in part, with the movement of wild migratory birds from 


Asia (6), suggesting that apparently healthy birds can carry the 
virus over long distances (7). No evidence of sustained person- 
to-person transmission of influenza A (H5N1) viruses has been 
reported to date, but rare cases of person-to-person transmis- 
sion likely have occurred (8). 

In collaboration with local and state health departments, 
CDC continues to recommend enhanced surveillance for 
possible influenza A (H5N1) infection among travelers with 
severe unexplained respiratory illness returning from influ- 
enza A (H5N1)-affected countries (9). Additional informa- 
tion on influenza, including avian influenza, is available at 
http://www.cdc.gov/flu. Updates on the worldwide avian 
influenza situation are available from WHO at http://www. 


who. int/csr/disease/avian_influenza/en. 
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Assessing Risk Factors for Chronic 
Disease — Jordan, 2004 


In 2003, chronic diseases were the leading cause of mortal- 
ity in Jordan; 38.2% of deaths were attributed to cardiovascu- 
lar disease and 14.3% to cancer (Jordan Ministry of Health 
[MOH], unpublished data, 2004). In 2002, MOH, with 
assistance from CDC and the World Health Organization 
(WHO), established a behavioral risk factor surveillance pro- 
gram to monitor risk factors associated with chronic diseases 
(1). This report summarizes the findings of the second 


Behavioral Risk Factor Survey, which was conducted in Jor- 


dan in 2004. The findings indicated that the prevalence of 


obesity had increased by 52.3% in Jordan since 2002. In 
addition, cancer screening rates among women and seatbelt 
use rates overall were low compared with U.S. rates. Develop- 
ment and implementation of a national plan to prevent and 
control chronic diseases is needed. 

lhe first national Behavioral Risk Factor Survey in Jordan, 
conducted in 2002, was created by adding questions to the 
quarterly, multistage, cross-sectional employment survey from 
the Jordan Department of Statistics. The 2004 Behavioral Risk 
Factor survey was conducted by MOH using similar sampling 
methodology but included additional questions on chronic 
disease risk factors. The survey was conducted among a 
nationally representative sample of adults aged >18 years. In 
each household, one adult was selected randomly and inter- 
viewed in person. Interviews were conducted during 
October 1—December 13, 2004; a total of 3,334 adults were 
interviewed (response rate: 94.7%). The survey included ques- 
tions on demographics, health status, health-care access, 
hypertension awareness, cholesterol awareness, diabetes, 
asthma, heart disease, tobacco use, seatbelt use, physical 
activity, nutrition, weight and height, oral health, eyesight, 
women's health, medical services, and screening. 

Data on self-reported weight and height were used to calcu- 
late body mass index (BMI) (kg/m). Overweight was classi- 
fied as a BMI of 25.0—29.9, and obese was classified as a BMI 
of >30.0. Weights and heights were self reported. 

For cultural reasons, only married women were asked how 
long it had been since their most recent Papanicolaou test; all 
women aged >35 years were asked how long it had been since 


their most recent mammogram. All respondents were asked 


whether they had ever had their blood pressure or cholesterol 


level checked by a health-care professional and whether a 


health-care professional had ever told them they had high blood 


pressure, high cholesterol, asthma, or diabetes. Screening for 
diabetes complications was assessed by asking, “How many 
times during the last 12 months has a health professional 
checked your feet for any sores or irritations?” and “When 
was the last time you had an eye exam by an ophthalmolo- 
gist?” Gestational diabetes was excluded, and type of diabetes 
was not assessed. 

Health status was assessed by asking, “Would you say that 
in general your health is excellent, very good, good, fair, or 
poor?” Vigorous physical activity was assessed by asking, “On 
average, how many days a week do you get at least 20 minutes 
of vigorous physical activity?” Moderate physical activity was 
assessed by asking, “On an average, how many days a week do 
you get at least 30 minutes of moderate physical activity?” 
Seatbelt use was assessed by asking, “Do you always use a 
seatbelt when you drive a car?” and “Do you always use a 
seatbelt when sitting next to the driver?” Fruit and vegetable 
consumption was assessed by asking, “How many cups of fresh 
or cooked vegetables did you have yesterday?” and “How many 
cups of fruit or fresh juice did you have yesterday?” Statistical 
analysis software was used to account for the complex sam- 
pling design. 

The prevalence of obesity among Jordanian adults increased 
to 19.5% in 2004, a 52.3% increase from the 2002 preva- 
lence of 12.8% (/) (Table). In 2004, approximately 55.0% of 
adult respondents (52.3% of men and 57.1% of women) were 
categorized as either overweight or obese, an increase from 
the 2002 prevalence of 45.2%. Weight awareness was incon- 
sistent, with 27.8% of obese respondents reporting that they 

pe) 1% 
of obese respondents considered their weight to be average. 
Approximately 19.5% of the respondents reported consum- 
ing three or more cups of fruit, fresh juice, or vegetables the 
preceding day. 

lhe prevalence of diagnosed diabetes increased from 6.4% 
in 2002 to 7.5% in 2004, although this increase was not sta- 
tistically significant. Approximately 24.7% of respondents aged 
>65 years had diagnosed diabetes. Among all respondents with 
diabetes, 62.9% reported they had not had their feet checked 
for sores or irritations, and 45.3% had not had an eye exami- 
nation in the preceding 12 months. Among persons with dia- 
betes who had ever had an eye examination, 36.3% were told 
they had eye complications. Approximately 5.3% of all 
respondents reported that they had been told they had asthma, 
a rate similar to that of the 2002 survey (5.1%). Approxi- 
mately 13.3% of respondents reported their health as fair or 


poor, and 26.5% said it was good. 
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TABLE. Prevalence of selected health characteristics, by sex and age — Behavioral Risk Factor Survey, Jordan, 2004 
Sex Age (yrs) 
Male Female 18-34 35-49 50-64 >65 Total 

Health characteristic (SE*) % (SE) % (SE) % (SE) % (SE) % (SE) % (SE) 
High blood pressure (1.44) 23.4 (0.95) 4.4 (0.73) 15.9 (1.25) 43.0 (1.80) 52.8 (2.76) 21.5 (0.98) 
High blood cholesterol (1.71) 14.6 (1.29) 3.9 (1.06) 14.0 . 26.5 (2.66) 30.2 (3.33) (1.03) 
Diabetes (0.87) 6.8 (0.67) 0.7 (0.24) 4.7 19.6 (1.98) 24.7 (2.31) (0.58) 
Heart disease (0.62) 4.2 (0.48) 0.6 (0.24) 2.5 ; 11.2 (1.51) 13.4 (1.56) (0.39) 
Asthma (0.70) 5.8 (0.50) 3.1 (0.50) 5.8 7.6 (1.08) 9.5 (1.63) (0.45) 
Current smoking! (1.33) 6.5 (0.53) 21.9 (1.12) 26.7 ; 22.1 (2.14) 14.8 (2.15) (0.78) 
Weight 

Overweight§ 37 (1.69) 33.7 (1.14) (1.38) 40.9 39.9 (3.32) 38.2 (4.66) 

Obese! (1.08) 23.4 (1.37) (0.89) 24.5 30.7 (2.41) (3.43) 
Physical activity 

Any weekly vigorous** (1.84) 35.8 (1.80) (1.79) 28.2 (2.14) (1.60) 

Any weekly'T (2.45) 51.5 (1.99) (2.34) 40.6 (3.14) (1.77) 
Ever checked 

Blood pressure 64.2 (1.87) 74.2 (1.39) (1.59) 80.7 (2.13) (2.07) 




















(0.95) 
(0.91) 


(1.52) 
(1.93) 


(1.26) 





Cholesterol 409 (2.47) 38.3 (2.04) 26.9 (1.93) 54.4 (3.26) (3.18) 


(1.93) 





* Standard error 


' Ever smoked >100 cigarettes in lifetime and currently smoke every day or some days 


Body mass index (BMI) = 25.0—29.9 
| BMI >30.0 


** Activity resulting in heavy sweating and large increase in breathing or heart rate for 20 minutes 
TT Any moderate activity (i.e., resulting in light sweating and slight increase in breathing or heart rate for 30 minutes) or vigorous activity 


Cancer screening rates among women were low compared 
with rates from the 2004 U.S. Behavioral Risk Factor Surveil- 
lance System survey (2). Approximately 14.9% of married 
women reported having had a Papanicolaou test in the preced- 
ing 3 years in Jordan, compared with 86.0% of women aged 
-18 years in the United States; 9.3% of women aged >40 years 
reported having had a mammogram in the preceding 2 years, 
compared with 74.9% of U.S. women aged >40 years. Approxi- 
mately 70.2% of respondents had ever been tested for high blood 
pressure, and 39.4% had ever had their cholesterol levels 
checked. Because some questions in the 2004 Jordanian survey 
were changed, no direct comparisons between the 2002 and 
2004 surveys could be made for blood pressure, cholesterol, or 
smoking status. Approximately 61.6% of drivers and 40.4% of 
front-seat passengers reported always using a seatbelt, compared 
with 80.5% of U.S. drivers in 2002 (3). 

Reported by: A Belbeisi, MD, M Zindah, MD, Jordan Ministry of 
H H Walke, MD, B Jarrar, AH Mokdad, PhD, Div of 
ology and Surveillance Capacity Development ( oordinating 


Cri *} 
e for Global Health, CD¢ 


Health 


Editorial Note: Estimates of the extent of obesity and diabe- 
tes in Jordan are conservative. In validation studies of self- 
reported weight and height, overweight participants tend to 
underestimate their weight, and all participants tend to over- 


estimate their height (4). Moreover, undiagnosed diabetes cases 


were excluded. On the basis of findings from the 2004 survey, 


the Jordanian cabinet allocated $2.9 million for chronic dis- 


ease prevention and control. 


Higher-than-normal BMI and weight gain are major risk 
factors for diabetes (5), and other studies have indicated that 
changes in BMI at the population level foreshadow changes 
in diabetes prevalence (6,7). Obesity and diabetes usually are 
preventable. Previous studies have demonstrated that changes 
in lifestyle can prevent diabetes and obesity in selected groups 
of adults at high risk (8,9). 

lhe low rates of screening practices among residents of Jor- 
dan should be addressed. Screening and early diagnosis of 
chronic diseases are important for preventing related compli- 
cations and death. For example, the high rate of eye compli- 
cations among persons with diagnosed diabetes is an indication 
of a delay in diagnosis and proper management of the disease. 
Increasing awareness about chronic disease risk factors among 
health-care workers and the public is critical. Adequate and 
continuous monitoring of chronic disease risk factors in Jor- 
dan is needed, and the surveillance findings should be used in 
disease-prevention and health-promotion activities. 

lhe findings in this report are subject to at least four limi- 
tations. First, the survey is cross-sectional and was not con- 
ducted throughout the year; therefore, some of the behaviors 
that vary seasonally (e.g., dietary intake) might not be repre- 
sentative. Second, the design does not allow determination of 
causality. Third, all the variables were self reported, which 
might have resulted in self-report bias. Finally, only the preva- 
lence of diagnosed diseases could be assessed; therefore, the 
reported prevalence of chronic diseases is an underestimation 
because only 55% of respondents reported having had a medi- 
cal checkup in the preceding 6 months. 
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The Jordan Field Epidemiology Training Program (FETP) 
and MOH are developing and implementing a national chronic 
disease prevention and control plan. This plan will target pri- 
mary risk factors and behaviors associated with chronic diseases 


(e.g., smoking, overweight, unhealthy diet, and physical inac- 


Sf 
tivity) and call for collaboration among all governmental min- 
istries, nongovernmental organizations, and the private sector. 
Although many countries are improving their health infra- 


structure, chronic diseases continue to be a public health prob- 


lem. In addition, the high cost of chronic disease treatment 


puts an additional strain on countries with developing econo- 
mies (/0). More global collaboration and partnerships in 
chronic disease prevention and control are needed; certain 
FETPs (e.g., 


iddress the pre »blem. 


in Egypt and China) have begun working to 
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QuickStats 


FROM THE NATIONAL CENTER FOR HEALTH STATISTICS 


Percentage of Adults Aged >20 Years Reporting Selected Adverse 
Health Characteristics, by Body Mass Index (BMI) Category* — 
United States, 1999-2002 


Percentage 
on 


>10 health-care visits Activity limitation 
ceding 
onin 


S 


Characteristic 





* BMI = weight (kg)/height (m*). Normal BMI = 18.5-24.9, overweight = 25.0—-29.9 


nd obese >30.0 


Obese persons were significantly (ft test, p<0.05) more likely to report fair or poor health and activity limitation 
and to make >10 visits during the preceding 12 months to health-care providers than persons of normal weight 
or those who were overweight. Overweight persons had slightly higher rates of fair/poor health than persons of 
normal weight but reported no differences in activity limitation or frequency of health-care visits 


SOURCE: McDowell MA, Hughes JP, Borrud LG. Health characteristics of U.S. adults by body mass index 
category: results from NHANES 1999-2002. Public Health Rep 2006;121:67-73 
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TABLE I. Provisional cases of infrequently reported notifiable diseases (<1,000 cases reported during the preceding year) — United States, 


week ending June 10, 2006 (23rd Week)* 





5-year 
Current weekly 


week 


Cum 


Disease 2006 


average’ 


Total cases reported for previous years 





States reporting cases during current week (No.) 
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TABLE Il. Provisional cases of selected notifiable diseases, United States, weeks ending June 10, 2006, and June 11, 2005 (23rd Week)* 
Chiamydia' Coccidioidomycosis Cryptosporidiosis 











Previous Previous Previous 
Current 52 weeks Cum Cum Current 52 weeks Cum Current 52 weeks Cum 
Reporting area week Med Max 2006 2005 week Med week Med Max 2006 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending June 10, 2006, and June 11, 2005 
(23rd Week)* 





Haemophilus influenzae, invasive 
Giardiasis Gonorrhea All ages, all serotypes 
Previous Previous Previous 
Current 52 weeks Cum Current 52 weeks Cum Cum Current 52 weeks Cum 
Reporting area week Med Max 2006 week Med Max 2006 2005 week Med Max 2006 


United States 175 1,028 5,940 3,829 6,506 14,136 133,956 139,534 33 37 142 889 


New England 18 75 437 111 105 288 2,336 2,591 2 
Connecticut 11 37 119 61 41 241 843 1,062 1 
Maine 1 11 34 2 2 6 54 58 — 
Massachusetts 3 34 184 40 48 76 1,102 1,150 - 
New Hampshire ~ 8 9 100 69 
Rhode Island 1 25 34 25 211 230 
Vermont 2 9 4 26 22 


Mid. Atlantic 25 254 : 014 
New Jersey 18 7 - 150 
New York (Upstate) 227 3 2 455 
New York City 32 402 
Pennsylvania 29 


E.N. Central 112 
Ilinois 32 
Indiana 0 
Michigan 29 
Ohio 34 
Wisconsin 40 577 2,430 
W.N. Central 259 348 8,054 
lowa 14 } 710 680 
Kansas 9 3 48 990 1,090 
Minnesota 238 104 1,507 
Missouri 32 7 ¢ 17 827 4,031 
Nebraska 6 g ! - 533 538 
North Dakota 7 . - 33 38 
South Dakota 151 170 


S. Atlantic 1.706 32,673 
Delaware 641 345 
District of Columbia 702 893 
Florida 9496 8,388 
Georgia 330 5,824 


Maryland’ 063 2,889 
North Carolina 111 6,965 


South Carolina 367 3,466 
Virginia’ 2,593 3,611 
West Virginia 403 292 
E.S. Central 12,236 11,379 
Alabama 4,026 3,088 
Kentucky 1,443 1,498 
Mississippi 2,692 3,084 
Tennessee 4,075 3,709 
W.S. Central 20,303 19,783 
Arkansas 1,924 1,968 
Louisiana 4,261 4,569 
Oklahoma 1,924 1,965 
Texas 12,194 11,281 
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C.N.M.l1.: Commonwealth of Northern Mariana Islands 
U: Unavailable —: No reported cases N: Not notifiable Cum: Cumulative year-to-date counts Med: Median Max: Maximum 
* Incidence data for reporting years 2005 and 2006 are provisional 

Contains data reported through the National Electronic Disease Surveillance System (NEDSS) 
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TABLE Ii. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending June 10, 2006, and June 11, 2005 
(23rd Week)* 





Hepatitis (viral, acute), by type 
A B Legionellosis 
Previous Previous Previous 
Current 52 weeks Cum Cum Current 52 weeks Cum Cum Current 52 weeks 
Reporting area week Med 2006 2005 week Med Max 2006 2005 week Med Max 
United States 38 75 243 4€ 50 37 594 1,602 2,300 25 127 
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mmonwealth of Northern Mariana Islands 

ble No reported cases N: Not notifiable Cum: Cumulative year-to-date counts Med: Median Max: Maximum 
Jata for reporting years 2005 and 2006 are provisional 

Jata reported through the National Electronic Disease Surveillance System (NEDSS) 
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TABLE Ill. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending June 10, 2006, and June 11, 2005 
(23rd Week)* 
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C.N.M.|.: Commonwealth of Northern Mariana Islands 
U: Unavailable —: No reported cases N: Not notifiable Cum: Cumulative year-to-date counts Med: Median Max: Maximum 
; Incidence data for reporting years 2005 and 2006 are provisional 

Contains data reported through the National Electronic Disease Surveillance System (NEDSS) 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending June 10, 2006, and June 11, 2005 
(23rd Week)* 








Meningococcal disease, invasive 
All serogroups Serogroup unknown Pertussis 
Previous Previous Previous 
Current 52 weeks Cum Current 52 weeks Cum Current 52 weeks 
Reporting area week Med Max 2006 week 2006 week Med Max 
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mmonwealth of Northern Mariana Islands 
No reported cases N: Not notifiable Cum: Cumulative year-to-date counts Med: Median Max: Maximum 
jJata for reporting years 2005 and 2006 are provisional 


jata reported through the National Electronic Disease Surveillance System (NEDSS) 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending June 10, 2006, and June 11, 2005 
(23rd Week)* 





Rabies, animal Rocky Mountain spotted fever Salmonellosis 








Previous Previous Previous 
Current 52 weeks Cum Cum Current 52 weeks Cum Current 52 weeks Cum 
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C.N.M.1.: Commonwealth of Northern Mariana Islands 
U: Unavailable —: No reported cases N: Not notifiable Cum: Cumulative year-to-date counts Med: Median Max: Maximum 
* Incidence data for reporting years 2005 and 2006 are provisional 

Contains data reported through the National Electronic Disease Surveillance System (NEDSS) 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending June 10, 2006, and June 11, 2005 
(23rd Week)* 





Shiga toxin-producing E. coli (STEC)' Shigeliosis Streptococcal disease, invasive, group A 
Previous Previous Previous 
Current 52 weeks Cum Cum Current 52 weeks Current 52 weeks Cum 
Reporting area week Med Max 2006 2005 week Med week Med Max 2006 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending June 10, 2006, and June 11, 2005 
(23rd Week)* 





Streptococcus pneumoniae, invasive disease 
Drug resistant, all ages Syphilis, primary and secondary Varicella (chickenpox) 





Previous Previous Previous 
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C.N.M.1.: Commonwealth of Northern Mariana Islands 
U: Unavailable —: No reported cases N: Not notifiable Cum: Cumulative year-to-date counts Med: Median Max: Maximum 
* Incidence data for reporting years 2005 and 2006 are provisional 

Contains data reported through the National Electronic Disease Surveillance System (NEDSS) 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending June 10, 2006, and June 11, 2005 
(23rd Week)* 





West Nile virus disease’ 
Neuroinvasive Non-neuroinvasive 
Previous Previous 
Current 52 weeks Cum Cum Current 52 weeks Cum Cum 
Reporting area week Med Max 2006 2005 week Med Max 2006 2005 
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vommonwealth of Northern Mariana Islands 
ble No reported cases N: Not notifiable Cum: Cumulative year-to-date counts Med: Median Max: Maximum 
jJata for reporting years 2005 and 2006 are provisional 
weekly from reports to the Division of Vector-Borne Infectious Diseases, National Center for Infectious Diseases (ArboNet Surveillance) 
jata reported through the National Electronic Disease Surveillance System (NEDSS) 
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TABLE Ill. Deaths in 122 U.S. cities,“ week ending June 10, 2006 (23rd Week) 
All causes, by age (years) All causes, by age (years) 
All P&lt All | 











Reporting Area Ages >65 | 45-64 | —_ onl <1 | Total Reporting Area Ages 
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Somerville, MA 7 4 
Springfield, MA 35 24 
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U: Unavailable —:No reported cases 
* Mortality data in this table are voluntarily reported from 122 cities in the United States, most of which have populations of >100,000. A death is reported by the place of its 
occurrence and by the week that the death certificate was filed. Fetal deaths are not included 
Pneumonia and influenza 
Because of changes in reporting methods in this Pennsylvania city, these numbers are partial counts for the current week. Complete counts will be available in 4 to 6 weeks 
* Because of Hurricane Katrina, weekly reporting of deaths has been temporarily disrupted 
** Total includes unknown ages 
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FIGURE I. Selected notifiable disease reports, United States, comparison of 
provisional 4-week totals June 10, 2006, with historical data 
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